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INTRODUCTION:  Histoplasma  capsulatum  is  rarely  found  in  nose  and  sinuses  in  immunocompetent  and
even  in immunosupressed  patients.  A  literature  review  revealed  rare  cases  of H. capsulatum  sinusitis  and
the  case we describe  in this  paper  is the  ﬁrst  case  of  H.  capsulatum  sinusitis  in Morocco.  The  purpose  of
our  work  is  to  present  a rare  case  of  H. capsulatum  sinusitis  and  a literature  review.
CASE REPORT:  A male  patient,  at his  39  presented  to the  emergency  with suffered  from  nasal  congestion
and  yellow  postnasal  rhinorrhea,  occasional  headaches  and  epistaxis  for over  than  two  months.  He  had
human immunodeﬁciency  virus  (HIV)  infection  for 6 years  with  failing  treatment  adherence  and  he had
an opportunistic  infection  and  unconﬁrmed  pulmonary  tuberculosis  treated  3 years  ago.
Computerized  tomography  from  paranasal  sinus  revealed  complete  opaciﬁcation  of the  ethmoid-
maxillary  sinuses  in  the  right  fossa,  consistent  with  acute  sinusitis.
The cultures  of  the  sinus  aspirate,  skin  biopsy,  were  positive  for  H. capsulatum  and  the  histology  of  the
nasal  mucosa  and  skin  biopsy  specimen  of  the  rash  evoking  a  sinusitis  and  cutaneous  histoplasmosis.
The  patient  was  started  a treatment  with  intravenous  amphotericin  B at a rate  of  1  mg/kg/day  with
clear  clinical  and  biological  improvement.
DISCUSSION:  Cultures  and  histopathologic  study  conﬁrm  histoplasmosis.  Itraconazole  and  amphotericin
B  are the ﬁrst  line  drugs.
CONCLUSION:  Patients  with progressive  disseminated  histoplasmosis  and  those  with  AIDS should  be
treated  with  amphotericin  B, and  the  ENT  should  suspect  of opportunistic  agents  in  immunosupressed
patients with  sinusitis.
©  2016  The  Authors.  Published  by  Elsevier  Ltd  on  behalf  of  IJS Publishing  Group  Ltd.  This is  an  open
access  article  under  the  CC  BY-NC-ND  license  (http://creativecommons.org/licenses/by-nc-nd/4.0/).. Introduction
Sinusitis is a common disease on both adults and children [1],
nd the most common pathogens cultured from sinus aspirates
f patients with sinusitis are streptococcus pneumoniae and non
ypeable haemophilus inﬂuenzae.
Rhinosinusitis occurs from 25% to 30% of patients with AIDS
1]. On those patients we can easily ﬁnd infections by Pseu-
omonas aeruginosa, fungi, virus, parasites and even mycobacteria.
spergillus is the main etiological agent of fungal rhinusinusitis,
hile Histoplasma capsulatum is rarely found, in both immune com-
etent and immune depressed patients. In this current study we
ound a rare case of rhinosinusisitis by H. capsulatum and we would
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ttp://dx.doi.org/10.1016/j.ijscr.2016.03.010
210-2612/© 2016 The Authors. Published by Elsevier Ltd on behalf of IJS Publishing G
reativecommons.org/licenses/by-nc-nd/4.0/).like to discuss the aspects related to histoplasmosis patophysiology,
clinical manifestations, diagnosis and treatment.
2. Case report
A male patient, at his 39 presented to the emergency of hos-
pital 20 August—Casablanca city of Morocco with suffered from
nasal congestion and yellow postnasal rhinorrhea for over than two
months. Symptoms were accompanied by occasional headaches
and epistaxis. He also presented cacosmia, sudoresis in the after-
noon, occasional fever with a weignt of 10 kg within the same
period. He complained of a cough which produced greenish spu-
tum for several days and noted a skin rash which had been present
for three months.
His past medical record was signiﬁcant, as he had human
immunodeﬁciency virus (HIV) infection for 6 years with failing
treatment adherence.
roup Ltd. This is an open access article under the CC BY-NC-ND license (http://
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tion with gomori methanamine-silver staining showed organisms
consistent with histoplasma in both specimens. The cultures of theFig. 1. Papular and nodular rash of the face.
He had an opportunistic infection and unconﬁrmed pulmonary
uberculosis treated 3 years ago, restraint on clinical arguments and
urrently he is taking antibacillare treatment.Physical examination revealed a temperature of 38.5 ◦C, blood
ressure of 86/54 mm Hg, and a pulse rate of 90/min. The respi-
Fig. 2. Bilateral hilar and mediastinal lymphadenopPEN  ACCESS
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ratory rate was  16/min while abdominal examination revealed a
hepatosplenomegaly.
The skin examination was signiﬁcant for papular and nodu-
lar rash of the face (Fig. 1), whose slightly raised edges. CD41
T-lymphocyte count was 120/ml and a virus charge was 310.410
copies. The endoscopic sinus examination was found polypoid and
inﬂammatory nasal mucosa in the right nasal fossa, a stink of the
middle meatus, and a bulging posterior wall of the nasopharynx.
Diagnosis discussion revealed: pulmonary tuberculosis, atypical
mycobacterium infection, histoplasmosis, sarcoidosis, leishmania-
sis or lymphoma.
A chest computerized tomography evidence of bilateral hilar
and mediastinal lymphadenopathy and a diffuse reticulonodular
inﬁltrate. There was  a 1-cm pulmonary nodule in the superior seg-
ment of the right middle lobe (Fig. 2).
Abdominal ultrasound found a hydrocholecyste with expansion
of the principal Bilaire way and a splenomegaly with micron-
odular splenic hilar training. Splenic puncture found a normal
splenogramme, the leishmaniasis research was negative and the
histological study was inconclusive.
Bone medullary biopsy has not been recovered inﬁltration of
malignant cells. Leishmaniasis sérology was  negative, no mark for
a leishmaniasis found while doing myelogram and splenogramme.
Computerized tomography from paranasal sinus revealed com-
plete opaciﬁcation of the ethmoid-maxillary sinuses in the right
fossa and partial opaciﬁcation of both frontal sinuses, consistent
with acute sinusitis (Fig. 3). Sinus aspiration and skin biopsy were
performed as part of the diagnostic workup. Microscopic examina-sinus aspirate, skin biopsy, were positive for H. capsulatum. In addi-
tion, histology of the nasal mucosa and skin biopsy specimen of the
athy and a diffuse reticulonodular inﬁltrate.
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wFig. 3. Complete opaciﬁcation of the maxillary sinuses bilaterally.
ash showed superﬁcial and deep chronic granulomatous inﬂam-
ation evoking a sinusitis and cutaneous histoplasmosis.
While awaiting for the results of the above tests, the patient
as started a treatment with intravenous amphotericin B at a
ate of 1 mg/kg/day (started with gradual dose) with clear clini-
al improvement (regression until disappearance of skin rash, with
ecreased spleen) and biological (correction of anemia). Six month
fter of the treatment, the patient does not develop any nasosinusal
igns or symptoms.
. Discussion
Recurrent sinusitis has been reported in 25–30% of patients
nfected with HIV [1,2]. Generally for this kind of patients, such
nfection tends to be more severe, involves multiple sinuses, and
esponds less favorably to antibiotic therapy. Increasing immuno-
uppression, as evidenced by declining CD41 T-lymphocyte counts,
ends to be associated with an increasing frequency of infection and
nfection by otherwise uncommon organisms.
Bacteria, fungi, viruses, parasites, and atypical mycobacteria
ave all been associated with sinusitis this kind of patients.
. aeruginosa, Staphylococcus aureus,  aspergillus spp., rhizopus
pp., Cryptococcus neoformans, cytomegalovirus, microsporidia,
ycobacterium avium, mycobacterium intracellulare, and
ycobacterium kansasii represent the atypical pathogens reported
o cause sinusitis in patients with AIDS [3,4]. Most cases of fungal
inusitis in patients with AIDS are caused by aspergillusspecies,
hich account for up to 81% of such cases [1,3].
H. capsulatum is a very rare cause of sinusitis. A medline database
earch revealed a little case of H. capsulatum sinusitis in a patient
ith AIDS [4], while no such case in an immunocompetent patient
as been reported, to our knowledge. Accordingly, the case we
escribe in this paper is the ﬁrst case of H. capsulatum sinusitis in
orocco. We consider that sinusitis occurred as a result of dissem-
nated disease leading to seeding of the sinuses, possibly through
he hematogenous route [3].
The diagnosis of fungal sinusitis in immunosuppressed patients,
ike those with AIDS, usually requires an invasive procedure [4].
ecause morbidity and mortality are high in those kind of patients,
he etiologic agent should be promptly identiﬁed and treated [5].
ultures of sinus aspirates and histopathological examination of
iopsy specimens with appropriate staining are cornerstones of the
iagnostic algorithm. Evidence of dissemination should be sought
ith appropriate tests.PEN  ACCESS
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The optimal treatment of H. capsulatum sinusitis is not known,
since reported studies did not include enough patients to allow
us to make recommendations. Patients with progressive dissemi-
nated histoplasmosis and those with AIDS should be treated with
amphotericin B.
The role of itraconazole in these cases is currently being inves-
tigated. Anecdotal reports suggest that itraconazole may be an
attractive option in mild to moderate disease because of its oral
administration, lower costs, and lower toxicity [1]. Patients with
AIDS and disseminated histoplasmosis should receive maintenance
therapy with itraconazole after induction treatment with ampho-
tericin B, a regimen which has been shown to be safe and effective
in this setting [6].
4. Conclusion
Based on the present case, we  think that treatment of primary
H. capsulatum sinusitis may  be undertaken with high-dose itra-
conazole if the patient is not severely ill and is able to tolerate
the medicine. If the patient is unstable or critically ill, standard
treatment with amphotericin B should be promptly initiated, fol-
lowed by long-term maintenance therapy with itraconazole when
the patient’s condition permits. However, this is an isolated case,
upon which generalizations should not be made. More studies are
needed to determine the most appropriate treatment regimen for
this disease.
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